To provide a new system of in-hospital blood glucose team management combined with a network blood glucose monitoring system and analyse the effect on hyperglycaemic participants' blood glucose control in noncritical care units.
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Introduction
In recent years, the prevalence of diabetes, especially among non-endocrinology patients, has increased in China due to the large changes in living standards and lifestyle [1] . Manually recorded blood glucose data and traditional consultation modes are still used to manage blood glucose in most hospitals. This method has many drawbacks, such as the inability to follow up people's blood glucose, lack of involvement of diabetes education nurses, the lack relevant knowledge of non-endocrine specialists and the inability to pay sufficient attention to blood glucose. Therefore, it is often difficult for hospitalized people with hyperglycaemia to meet the desirable blood glucose standards [2] . Furthermore, managing diabetes serves as a long-standing investment for families, medical providers and even insurance companies. A previous study reported that diabetes mismanagement, including the management of hypoglycaemia and hyperglycaemia, was strongly related to increased hospital cost, morbidity and even mortality [3] .
With the rapid development of information technology, the networking of various medical data, including blood glucose data, has been realized. Previous studies have mostly adapted a network model to manage blood glucose [4] [5] [6] [7] [8] [9] . For example, a randomized controlled trial used a laptop-based predictive control algorithm to monitor the blood glucose level during perioperative and postoperative periods [4] . Lin et al used a computerized system that automatically identified people's blood glucose values by using a Nova StatStrip Glucose Meter (glucose values ranging from 10 mg/dL to 600 mg/dL), which scanned and recorded an identification number from a bar code on the patient's hand [5] . However, the use of computers combined with a professional blood sugar management team to manage blood glucose has never been reported.
In this study, the blood glucose of patients treated by the management team was managed by endocrinologists and nurse practitioners (NPs) in combination with a network blood glucose monitoring system. Compared with the routine group, the management group exhibited better blood glucose control, which could be concluded from the lower incidence rate of blood glucose drift, hyperglycaemia, severe hyperglycaemia, clinically significant hypoglycaemia and nosocomial infection. Moreover, the new hospitalized blood glucose team management strategy could reduce length of stay (LOS) and hospital cost. Our results suggest that team management combined with a network blood glucose monitoring system could serve as a promising method to manage blood glucose.
Participants and methods

Ethics approval
The study was performed in accordance with the Declaration of Helsinki and was approved by the Medical Ethics Committee of Sichuan Provincial People's Hospital and Sichuan Academy of Medical Sciences (No. 2019-233). Written informed consent was obtained from all individual participants.
Participants
A total of 4787 participants were admitted to the non-critical care units from July 1st to December 31st, 2018, and 885 of the patients with hyperglycaemia were included in the team management group and were treated with an in-hospital blood glucose management strategy with active intervention. A total of 4534 participants were admitted to the noncritical care units from July 1st to December 31st, 2017, and 733 of the patients with hyperglycaemia were included in the control group, and blood glucose was managed by following a routine consultation strategy. The inclusion criteria were as follows: 1) people with hyperglycaemia who had plasma glucose levels higher than 7.8 mmol/L at any time during hospitalization [2, 10] and 2) age >18 years; the exclusion criteria were as follows: 1) ICU transfer during hospitalization and 2) poor compliance.
Protocols
The management team was composed of endocrinologists and education nurses. Blood glucose monitoring data uploaded by the Nova Blood Glucose Meter (Nova StatStrip 1.75, Johnson & Johnson, United States) were remotely read. After analysing the blood glucose monitoring data, the management team set the warning values for hyperglycaemia and hypoglycaemia and actively managed blood glucose for participants whose blood glucose levels did not meet the standards. Moreover, professional diabetes nurses met one-on-one with participants according to their specific conditions and followed up daily regarding the participant's blood glucose management. The traditional consultation mode was adopted by the routine consultation group. Glucose data were recorded manually, and a non-endocrinologist sent a referral for endocrinology consultation if they thought a participant's blood glucose was unsatisfactory. Subsequently, endocrinologists treated participants in line with the consultation referral and write their opinion but would not follow up regarding the implementation of the consultation or the blood glucose levels of participants.
Outcome evaluation
The following indicators were retrospectively analysed in the two groups: basic indicators, indicators related to blood glucose management, blood glucose control indicators, blood glucose fluctuation index, and other effective management indicators. Basic indicators included age, sex, proportion of diagnosed diabetic participants among all participants, and average blood glucose 24 hours after admission. Management indicators related to blood glucose included the detection rate of hyperglycaemia and glycosylated haemoglobin, the testing frequency per person per day, and the proportion of participants who used insulin subcutaneously during hospitalization. Blood glucose control indicators included the average blood glucose level, the incidence of hyperglycaemia (blood glucose > 7.8 mmol/L), the incidence of critical hyperglycaemia (blood glucose > 16.7 mmol/L), the incidence of hypoglycaemia (blood glucose � 3.9 mmol/L), the incidence of clinically significant hypoglycaemia (blood glucose <3.0 mmol/L), and the target blood glucose compliance rate (hierarchical management of participants and different glycaemic control goals in combination with the reasons for admission and the participants' disease status were recorded) [2, 10] (Table 1) . The blood glucose fluctuation index included the blood glucose drift (the standard deviation of blood glucose value, SD), the coefficient of variation of blood glucose (CV, blood glucose drift × 100%/ average blood glucose), and the largest fluctuation range of blood glucose (LAGE, blood glucose maximum minus blood glucose minimum). Other effective management indicators included the proportion of participants with nosocomial infections, LOS, and hospitalization expenses. The impact of different management models on hospitalization days and hospitalization cost was explored by comparing these indicators.
Statistical analysis
The statistical analysis was performed using SPSS 22.0 software (SPSS Inc., Chicago, IL, USA). The χ 2 test was used to compare the rates or ratios between the two groups. All non-normally distributed variables are presented as medians (median (P25, P75)) and IQRs. Differences between the groups were evaluated using the Mann-Whitney U rank sum test, as appropriate. The participant LOS and hospital cost were taken as dependent variables (LOS and hospital cost were all non-normally distributed, so they were converted to a normal distribution by logarithmic transformation). Multivariate linear regression analysis was used to identify influencing factors of the LOS and hospital cost. P < 0.05 was considered to indicate a significant difference.
Results
Basic characteristics of hospitalized patients
A total of 885 participants with hyperglycaemia were identified in the team management group. A total of 733 participants with hyperglycaemia were identified in the routine consultation group. There were no significant differences in age, sex, body mass index (BMI), proportion of diagnosed diabetic participants among the total participants, or average blood glucose 24 hours after admission ( Table 2 ).
Management indicators related to blood glucose
The team management group had a higher blood glucose detection rate (P <0.01), glycosylated haemoglobin detection rate (P <0.01), and testing frequency per person per day (P <0.01) than the routine consultation group ( Table 2) .
Indicators of blood glucose control
Compared to the routine consultation group, the average blood glucose and rates of hyperglycaemia (P <0.01) and critical hyperglycaemia (P<0.01) were significantly lower in the team management group. The incidence of hypoglycaemia (P>0.05) was not significantly different between the routine consultation group and team management group, while the team management group had a lower rate of clinically significant hypoglycaemia (P<0.05) and a higher target blood glucose compliance rate (P<0.01) ( Table 2 ).
Index of blood glucose fluctuation
The blood glucose drift (P<0.01), blood glucose coefficient of variation (P<0.01) and maximum blood glucose fluctuation range (P<0.01) of the team management group were all lower than those of the routine consultation group (Table 2) . 
Other indicators of management effectiveness
The team management group had shorter hospital stays (P<0.01), lower rates of nosocomial infections (P<0.05) and lower hospital costs than the routine consultation group (Table 2 ).
Univariate analysis identified some independent variables associated with hospital stay and inpatient diabetes cost
The independent variables associated with hospital stay were average blood glucose level, testing frequency per person per day, blood glucose drift (blood glucose drift, blood glucose coefficient of variation and maximum blood glucose fluctuation range have multicollinearity, so only blood glucose drift was chosen as an independent variable) and the occurrence of nosocomial infection (Table 3) . (2) The independent variables associated with hospital cost were average blood glucose level, blood glucose drift, occurrence of nosocomial infection, and length of The rows of "Diagnosed diabetes patients" and "Detection rate of hyperglycemia" referred to the proportion within the full cohort of people admitted to the hospital, while other rows referred to the proportion within the hyperglycaemic sub-groups.
BMI: body mass index; SD: standard deviation of blood glucose value; CV: coefficient of variation of blood glucose; LAGE: largest fluctuation range of blood glucose; LOS: length of stay.
Detection rate of hyperglycemia = hyperglycemia / all participants; Incidence of hyperglycemia = the frequency of detected hyperglycemia / total detecting frequency.
https://doi.org/10.1371/journal.pone.0230115.t002
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hospital stay (Table 4 ). Multiple linear regression analysis showed that blood glucose drift and nosocomial infection occurrence determined the length of hospital stay, and the length of hospital stay was more strongly associated with nosocomial infection occurrence. Hospital cost depended on the length of hospital stay, the average blood glucose level, and the occurrence of hospital infection. Among all these factors, the length of hospital stay was the most important factor for hospital cost (Tables 5 and 6 ).
Discussion
Hyperglycaemia, a condition that causes serious health problems and poorer short-term prognosis, is fairly common in adults. Previous studies have reported that the incidence of hyperglycaemia was 32% and 29.6% in the United States and China, respectively [11, 12] . Blood glucose levels outside of the normal range are related to a higher incidence of acute and chronic complications, longer LOS, higher risk of mortality and higher hospital cost [12, 13] . For participants whose glucose levels or therapeutic schedule cannot be tested or adjusted in a timely manner by the traditional consultation methods blood glucose data must be manually recorded during hospitalization [11, 14] . Standardized blood glucose monitoring methods to manage diabetes mellitus are urgently needed and can improve the blood glucose compliance rate [15] [16] [17] . In the present study, we proposed a new management mode by combining professional endocrinologists with a network blood glucose monitoring system. Compared with the routine consultation group, the team management group had a higher detection rate of hyperglycaemia and glycosylated haemoglobin, which overcame the insufficient detection rate of haemoglobin A1c (HbA1c) in hospitals [18] . In the efficient management group, hyperglycaemia, severe hyperglycaemia and clinically significant hypoglycaemia occurred less often because patients' blood glucose was managed in a timely manner.
We found that the blood glucose drift, blood glucose coefficient of variation and maximum blood glucose fluctuation of patients were all reduced in the team management group. The awareness of hyperglycaemia prevention increased because blood glucose fluctuations could 
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Informatization-based blood glucose team management controls blood glucose be observed in a timely manner. Blood glucose fluctuations reflect the unstable state of blood glucose. Larger blood glucose fluctuations indicate a poorer prognosis of hospitalized patients [19, 20] . In the USA, point-of-care testing (POCT) has basically implemented networking techniques, and endocrinologists can check the participants' blood glucose anytime, allowing for the tracking of fluctuations [21] . In our hospital, blood glucose data from the whole hospital could be effectively integrated after connecting the monitoring system with the management system, ultimately improving detection efficiency.
A previous study showed that a blood glucose management team combined with a blood glucose monitoring network system and endocrinologists could shorten hospitalization time, decrease the readmission rate within 30 days, and ultimately reduce hospitalization costs [22] . In this study, the LOS and hospitalization cost of patients were lower in the team management group than in the routine consultation group. Moreover, bedside education, which is involved in blood glucose management based on network management, can result in better control of participants' blood glucose levels and reduce hospital costs. In addition, other studies indicated that information system management of participants' blood glucose reduced the incidence of hypoglycaemia in addition to reducing the blood glucose level of participants [23] [24] [25] .
This study has several limitations. First, our data were retrospectively collected in a single centre, which might have led to an unavoidable selection bias. Second, the data were collected within two different time intervals (one year apart). Therefore, changes, such as differences in guidelines, availability of medicine, staff, environmental factors and socioeconomic factors, would influence the results.
Conclusions
This retrospective study revealed that information-based glucose management improved participants' blood glucose compliance rate, reduced blood sugar fluctuations, reduced the incidence of nosocomial infections, shortened hospital stay and reduced hospital costs. Moreover, diabetes patients significantly improved their understanding of their illness and their self-management effectiveness as a result of the basic diabetes education guided by certified diabetes nurse educators. Above all, the implementation of such a practical computer-assisted consultation model can be of great help for the management of blood glucose. 
